Journal ofthe Royal Society ofMedicine Volume 71 July 1978 lationship is all-important in attaining a healthy baby.
Dr Watkins' contribution entitled 'Diabetic control in pregnancy and labour' provides us with an excellent overview but little practical detail on management. All contributors are agreed that good diabetic control has been one of the factors responsible for the falling perinatal mortality. Thus, how this can be achieved is vitally important and should have been discussed in more detail. Good diabetic control can only be achieved by frequent blood glucose monitoring so that diet alone or diet plus a twice or thrice-daily insulin regime can be instituted. If the patient is not to stay in hospital for most of the pregnancy, then home monitoring of blood glucose is an alternative solution. Patients can carry out home blood glucose tests using a Reflomat or Eyetone Reflectance meter with the appropriate reagent stick. Provided careful instruction is given, most women are prepared and able to carry out such tests for the duration of the pregnancy. The majority of these become so expert that they are able to alter their insulin dose appropriately. We have found that patients wiIlmeasure their blood glucose between 8 and 28 times per week.
Management during delivery has been simplified by introduction of insulin infusions during labour. Blood glucose can be maintained at 5 mmol/l on an indefinite basis. Anaesthetics can be given at a moment's notice without running the risk of inhalation of a recent meal. The observation by Brudenell that fetal distress was significantly reduced in those patients receiving insulin infusions during delivery is important and needs confirmation.
The precise timing of delivery generates much more debate. Since prematurity generally is associated with complications, and since the offspring of the diabetic mother has been shown to sutTer from the pathologies associated with prematurity to an even greater degree, on a priori grounds early delivery should be avoided. Ideally delivery should take place at term. The trend has been to deliver babies at a later gestation and, despite this, the birth weight of these older babies has not increased. Thus with better control, macrosomnia is now minimal and probably delivery in the 38th week is safe.
Professor Malins highlights the high congenital malformation rate which has not decreased in recent years. Urgent work needs to be done to track down causes.
Neonatal care has improved dramatically in the past 15 years and also contributed to decrease perinatal mortality. It has been said that once the 37th week of gestation has been reached, delivery is safe for the infant. Whilst this policy may be safe in the centres of neonatal excellence, this should not become the goal. There is no substitute for immaculate diabetic control with blood glucose values below 5 mmol/l before meals from conception to delivery. ) has shown much thought and ingenuity in constructing continent urinary reservoirs using the terminal ileum and caecum, with some good results. At present it seemsthat an isolated Kock ileal pouch, with afferent and efferent spout valves has certain advantages, some of which he has pointed out. These include: a reservoir of suitable capacity which allows the patient to remain continent without catheter drainage during the night; no back pressure during filling since there is very little increase of intra-reservoir pressure until its definitive capacity is reached; then no back pressure if the reservoir is not emptied because of the afferent valve; minimal metabolic and mucus problems; preservation of the terminal ileum, ileocaecal valve and caecum for their normal physiological functions.
As it only takes about two hours to make such a continent ileal pouch urinary reservoir, operating time is not significant.
Further experience of these newer continent urinary reservoirs is necessary before any recommendations can be made. , p 186) , it is not well suited for use in elderly patients with osteoporotic bone; nor would I advise its use as a primary treatment ofColies' fracture.
There is, however, a problem which arises from time to time when a. well-reduced fracture in a young patient redisplaces after a week or so. Should one accept the deformity and loss of function? This is usually more marked in the young and active than in the elderly. Should one remanipulate the fracture and again rely on external fixation which has failed once already? Should some form of internal fixation be employed? My deviceis an attempt to solve this problem and I feel it is preferable to the attempted late restoration of function and appearance by excision of the lower ulna or osteotomy of the radius. 
Book reviews
Recent Advances in Clinical Immunology R A Thompson (ed) pp 299 £10 Edinburgh: Churchill Livingstone 1977 Under this ambitious title, Dr Thompson has brought together eleven reviews in clinical immunology, and has written an interesting and valuable general introduction. He stresses the problems and international differences in the approach to integrating immunology with existing clinical and laboratory medicine especially in atopic disease. He puts clearly present limitations and potentials for immunology in prevention and treatment of disease, but it is less clear how he selected the SUbjects for review. The quality of these inevitably vary. None are related to prevention of disease, the great achievement of classical immunology, and only four are related to treatment and they make rather sad reading. Some effects are so definite that controlled trials are not needed -as in bone marrow grafting leading to chimerism, good function and recovery in severe combined immunodeficiency, well reviewed by Dr Buckley, but this is applicable to only a handful of patients. For the vast range of common immunopathology there is little encouragement; the only successful controlled data fully supported by subsequent experience referred to ate those of the MRC working party on immunoglobulin in hypogammaglobu-
